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ABSTRACT
HEATH CARE PROVIDERS’ PERCEPTIONS OF THE
REPRODUCTIVE CHALLENGES AND EXPERIENCES
AMONG ASIAN INDIAN WOMEN LIVING IN SILICON
VALLEY
Objective: To identify common reproductive challenges among Asian
Indian (AI) women living in Silicon Valley as perceived by healthcare providers
(HCP).
Design: A 71-item investigator-developed survey
Setting: The survey was available on-line to all HCPs in California Santa
Clara county, 75% of respondents were affiliated with El Camino Hospital
Mountain View.
Participants: Convenience sample of 78 respondents: 34% mother-baby
nurses, 24% labor-delivery nurses, 21% OB/GYNs, 7% CNMs, 14% other HCP;
89% female; 55% Caucasian, 24% Asian.
Methods: Likert-type scales comparing prevalence of certain reproductive
challenges among AI women and women from other race-ethnic groups and openended questions regarding HCPs’ experience caring for AI women.
Results: AI women seeking reproductive services in Silicon Valley are
more likely than women from other race ethnic groups to experience
unconsummated marriages, vaginismus, and difficulty tolerating pelvic exams.
They are also more likely to lack of knowledge about sex and reproduction. AI
women exhibited increased anxiety around pregnancy, birth, breastfeeding,
newborn care, as well as reluctance to enroll in classes or prepare a birth plan.
Nurses found clients’ lack of understanding of the training and function of the
nurses in the United States, as well as AI patients’ families’ large role decisionmaking, to be obstacles to establishing therapeutic relationship with AI patients.
Conclusion: HCPs need to be aware of prevalence of vaginismus in AI
women. Culturally competent prenatal classes addressing identified reproductive
challenges of AI women need to be developed and expectant parents and family
members need to be encouraged to participate. HCPs need to be educated on
culturally competent care to AI patients.
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REPRODUCTIVE CHALLENGES OF ASIAN INDIAN WOMEN
CHAPTER 1: INTRODUCTION
In a 2001 report, “Crossing the Quality Chasm,” the Institute of Medicine
identified patient-centered care as one of the six core needs of the U. S. healthcare
system. Initiatives to promote patient-centered care focus on improving the
relationship between patients and health care providers (HCPs) and making the
healthcare system more responsive to patients’ needs and preferences. To deliver
individualized patient-centered care, a provider must be aware and respectful of
the diversity of patients’ perspectives. In 2002, the Institute of Medicine
emphasized the importance of cultivating cultural competence among healthcare
providers in order to eliminate racial/ethnic disparities in healthcare. Beach, Saha,
and Cooper (2006) concluded that cultural competence enhances the ability of
health care systems and providers to address individual patients’ preferences and
goals, and Campinha-Bacote (2011) suggested that cultural competence can be
viewed as a necessary set of skills for nurses to develop in order to provide
effective patient-centered care.
Pregnancy and childbirth are universal human experiences, largely affected
and predetermined by culture (Ottani, 2002). Many authors have discussed the
importance of educating healthcare professionals regarding culturally competent
care and expectations around childbirth to help them deliver culturally congruent
perinatal care (Callister, 1995; Spitzer; 2007; Wilson, 2012). Yet, to date, studies
of healthcare professionals caring for ethnic and cultural minority (ECM) women
have focused primarily on the subjective experiences and educational needs of
nurses and midwives (Boi, 2000; Cioffi, 2004; Vydelingum, 2006). Existing
research has placed little emphasis on asking healthcare providers about the best
way to help ECM women have a positive, healthy, and empowering pregnancy
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and birth experience. Reproductive HCPs delivering care to ECM women are
uniquely positioned to identify their clients’ culturally specific needs and find
ways to meet those needs, but no studies to date have investigated HCPs’
perceptions regarding the needs of ECM women in North American healthcare
institutions. New information regarding common challenges and potential cultural
conflicts inherent in caring for ECM women would help guide culturally
congruent perinatal patient education and care, as well as allow HCPs to close the
gap between what patients expect from the healthcare system and what the
healthcare system expects from the patients.
This study focuses on the reproductive experiences and challenges of Asian
Indian (AI) women in the southern San Francisco Bay Area (also known as Silicon
Valley), as perceived by their reproductive healthcare professionals. AI women
who have come to the Silicon Valley during the past fifteen years are a unique
immigrant population, whose needs, challenges, and experiences have not been
previously described in literature.
To date, much of the literature regarding immigrant health has focused on
the needs and experiences of non-English speaking, minimally educated,
financially disadvantaged populations, who often lack access to healthcare and
must deal with cultural differences and a language barrier when engaging with the
U.S. healthcare system (Assanand, Dias, Richardson, Chambers, & WaxierMorrison, 2005). In 2001, Bottorff et al. identified the need to better understand
the specific health concerns of immigrant South Asian women, including the ways
in which South Asian women conceptualize and talk about their care. However,
few have researched the healthcare challenges facing typical representatives of
“model minorities,” such as Asian communities, who typically have high levels of
education, income, and access to care.
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Asian Indians in the United States form a diverse group of individuals who claim
their ancestry in the Indian subcontinent. They are often described in literature as a
part of a larger group, the South Asians, and are also referred to as South Asian
Americans ( Patel, 2007; Botorff, et al., 2001).
According to the 2010 U.S. Census, AIs comprise the third largest group
among Asians living in the United States. Between 2000 and 2010, the population
of AIs in the United States increased by 69% and totaled more than 2.8 million
people by 2010 (South Asian Americans Leading Together [SAALT], 2012).
Eighty-seven percent of AIs over the age of 18 living in the United States
reported being born outside of the United States, and 89% of AIs reported no other
race or ethnicity—one of the highest percentages among Asian groups (U.S.
Census, 2010). During 2008–2010, 14% of AI newlyweds in the United States
married a non-Indian, according to the 2012 Pew Charitable Trust Report. For
other Asian American groups, intermarriages are significantly more common: 35%
for Chinese, 54% for Filipino and 64% for Japanese. Dasgupta (1998) observed
that AIs in the United States have “tried fiercely to maintain a sense of ethnic selfidentity against the assimilatory forces of the US” (p. 954). This data shows AIs to
be one of the most homogenous large Asian diaspora groups in the United States,
and suggests that they may be less prone to assimilation. As a result, AIs living in
the United States are more likely to be influenced by the cultural traditions of their
native country than other Asian diaspora groups.
As of 2010, California was home to 19% of the country’s AI population—a
higher percentage than any other U.S. state (U.S. Census, 2010). The booming
tech industry of the Silicon Valley, located primarily in California’s Santa Clara
County, has attracted growing numbers of young Indian engineers and their
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families. According to the U.S. Census (2000, 2010), the number of Asian Indians
in Santa Clara County increased from 67,000 to 118,000 in 2000–2010, mirroring
the 68% growth of the AI population in the rest of the state.
Many of the recent AI immigrants to Santa Clara County have entered the
US through H1-B visas. This type of visa allows U.S. employers to sponsor
qualified foreign nationals with specialized knowledge and skills. H-1B holders
can come to the US to work in their field of expertise for three years, plus an
additional optional three year extension. During these six years, the majority of
H1-B holders successfully convert their immigration status to that of permanent
residents, obtaining green cards for themselves and their families (Facchini, &
Lodigiani, 2014).
For a number of years, AIs have comprised more than 60% of the
temporary skilled work force entering the United States. According to a 2012 U.S.
Citizenship and Immigration Services report, 85,000 Indian-born workers were
issued new three-year H-1B visas in 2012, while 82,000 Indian-born H-1B holders
were granted three-year visa extensions. These numbers far exceed the statistics
for the second- and the third-largest groups of H-1B recipients: Chinese-born
workers received 11,000 new and extended H-1B visas, and Canadian citizens
received 8,000 H1-B visas of both types. More than 50% of H-1B visa holders
from all countries (155,000 out of 263,000) worked in computer-related
occupations. Dell, Microsoft, Google, Nokia, and other high tech giants with large
campuses in Silicon Valley have sponsored the largest numbers of H-1B visa
holders from India (Chaudhuri, 2011; Sivakumar, 2004).
Kreisberg (2014) reported that there has been a significant gender disparity
among H-1B visa recipients in technology-related fields: 78% of H-1B recipients
are male, while 22% are female. An H1-B visa holder (usually a male) can
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sponsor his spouse to come to the US on an H-4 visa. This entails significant
restrictions: H-4 visa holders cannot obtain a social security number or secure
employment within the United States (Kelkar, 2012). Many authors have reported
on the difficulties faced by AI women joining husbands who have entered the
United States on H1-B visas. These women—many of them educated
professionals—struggle with a sense of isolation as they live in a foreign country,
unable to work and separated from extended families and friends (Char, 2005;
Ustinova, 2008; Sweas, 2012).
Setting
El Camino Hospital in Mountain View (ECH MV) is a 399-bed community
hospital located in Santa Clara County, California. South Asian (predominantly
AI) women account for approximately one third of all deliveries, outnumbering all
other race-ethnic groups (El Camino Hospital Marketing and Communications
[ECHMC], 2013). AI women had a higher rate of cesarean births (38%) compared
to Caucasian women (27%). The episiotomy rate (i.e., the rate of surgical incisions
of the perineum to facilitate delivery) was also noted to be higher among AI
women having a vaginal birth (14%), compared to Caucasian women having a
vaginal birth (9%). Although AI women represented only 17% of all vaginal births
in the hospital, their share of third- and fourth-degree lacerations was 39%. This
suggests that AI women have an approximately 10% chance of third- or fourthdegree laceration in vaginal delivery, as opposed to a 2-3% chance for Caucasian
women.
ECHMC (2013) conducted a patient satisfaction survey of maternity
patients at ECH MV, consisting of three focus groups and one individual
interview. The results suggested that AI women have more stress and anxiety
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associated with the process of childbirth, in addition to the higher incidence of
physical complications described above. Another finding from the survey
suggested that AI women’s self-esteem may be more connected with the idea of
having a natural childbirth (ECHMC, 2013). In this context, AI women often used
the term “natural birth” to mean “vaginal birth,” without necessarily meaning
abstaining from labor induction or pain relief medication.
Problem Statement
During the last fifteen years, I have worked extensively with AI women at
ECH MV. I have attended to the needs of AI women in the capacity of a certified
nurse midwife and have provided prenatal, intrapartum, and postpartum care.
Additionally, I have taught childbirth preparation classes, which include many AI
couples who have received prenatal care from other providers in the community.
As a result, I, along with my colleagues, have observed specific reproductive
needs and challenges unique to AI women. Many of the issues I observed—
including difficulties with marriage consummation, lack of knowledge regarding
reproductive anatomy, and an inability to tolerate pelvic exams—have not been
described in the literature. Therefore, the purpose of this study is to further explore
reproductive HCPs’ observations regarding specific challenges commonly
experienced by AI women undergoing reproductive care. Moreover, it appears that
providing care for AI women also brings certain challenges to the HCPs.
Therefore, the secondary goal of this study is to examine what HCPs perceive as
especially challenging while taking care of AI women in a reproductive/perinatal
setting.
Data from this study will help identify areas were there appears to be a
mismatch between patients’ and providers expectations regarding the healthcare
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process. The data will also improve HCPs’ understanding of AI culture and thus
enhance healthcare providers’ ability to provide deliver culturally competent care.
It can also serve as a basis for developing culturally competent patient education
materials, as well as childbirth preparation classes specifically targeted towards AI
women.

REPRODUCTIVE CHALLENGES OF ASIAN INDIAN WOMEN
CHAPTER 2: LITERATURE REVIEW
This literature review will cover three areas.
1. Research that explores nurses’ and midwives’ experiences providing
perinatal care to ECM women, with a focus on AI women.
2. Research that explores AI women’s marital relationships and sexuality.
3. Research that explores the experiences of AI women during pregnancy,
birth, and immediate postpartum recovery.
Asian Indian Women: Experiences of Health Care
Providers
To date, much of the research regarding HCP experience with AI women
comes from industrialized countries other than United States. Cioffi (2004)
interviewed 12 Australian midwives, all of whom had at least five years of
experience. The study asked the following question: “How do experienced
midwives care for women from culturally diverse backgrounds in an acute care
setting?”(p. 437). Cioffi noted the lack of existing literature on the subject, but
mentioned that previous studies of nurses in general healthcare settings found
ECM patient care to be a source of unique difficulty and frustration for HCPs.
Cioffi found that midwives were very concerned with accommodating
patients’ cultural preferences, and considered it a main focus of caregiving.
Midwives were eager to provide culturally competent care and educate themselves
about the cultural preferences of their ECM clients. Possible accommodations
included prolonged visitation hours and extra visitation space for patients whose
culture demanded extensive hospital visits. However, none of the midwives
mentioned culturally competent prenatal education for patients and families
regarding the needs of a new mother for rest and sleep. Nobody discussed the
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concept of a compromise for situations when the patient’s cultural beliefs did not
align with the treatments midwives believed to be beneficial.
Vydellingum (2006) examined the experiences of 43 female and largely
Caucasian (93%) nursing staff members caring for South Asian patients in a
general hospital in England. The sample included three ward sisters, 22 staff
nurses, and 18 care assistants working in six different medical wards throughout
the hospital. The study was conducted using focus group interviews with groups of
6–8 participants. Open-ended questions were used to guide the discussion.
Analysis of interview data revealed eight general themes.
1. Changes in service in an attempt to accommodate the needs of the
patients.
2. A false sense of equity.
3. Limited cultural knowledge.
4. Victim blaming.
5. Valuing of relatives.
6. Denial of racism.
7. Ethnocentrism.
8. Self-disclosure.
The first two of the eight themes have especially broad relevance.
Healthcare facilities often respond to superficial differences in patient preferences
(e.g. food preferences or type of religious worship) as if they were following a
checklist, without properly understanding patients’ underlying cultures. At the
same time, HCPs often mistakenly assume they are acting fairly by “treating all
patients the same.” This approach ignores cultural differences and, while
appearing superficially “fair,” ends up subjecting minority patients to treatment
that is designed for a “white” or “Western” paradigm.
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Vydelingum suggests that healthcare facilities perform cultural assessments
of the staff in order to identify patterns that help or hinder nursing interventions.
These assessments can guide the training of nurses in cultural competence.
Vydelingum recommends the transformative cultural education model as a way to
create an atmosphere of shared power between members of different but equal
cultures. Future research can help to incorporate the suggestions of the HCP into
patient teaching and preparation for the childbearing experience.
Reynolds and Shams (2005) explored how midwives (n=23) and student
midwives (n=7) in the UK perceive difficulties in providing effective prenatal care
to women of South Asian origin. Participants ranged from 20-57 years of age and
were mostly Caucasian (80%), with a few South Asians (15%). Participants were
given six hypothetical pieces of information they might need to communicate to a
patient of South Asian background during prenatal care, and were asked to rate the
difficulty of conveying each piece of information. The respondents rated
“information about reproductive choice after pregnancy” as the most challenging
information to convey, followed by “reporting problems with pregnancy, e.g.
Down’s syndrome.” The study focused solely on South Asian women; participants
were not asked to compare the difficulty of discussions with South Asian women
to discussions with women of other race-ethnic groups. The midwives identified
language barriers and underestimation of the role of grandparents in the decisionmaking process as the major obstacles to prenatal care. They advocated for
broader education on health promotion in the South Asian community, as well as
closer ties between the community and healthcare professionals.
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Marriage and family life in India
Marriage in India is seen as, first and foremost, a union between two
families, and not as means of individual self-fulfillment. The new bride is
expected to join her husband’s family, and the patrilineal joint family gives
preference to the lineal relationship of parents and son over the conjugal
relationship of husband and wife. The wife becomes fully integrated and achieves
status in her new family once she becomes pregnant and produces a child,
preferably a son (Uberoi, 2006). Traditionally elder female family members take
on the responsibility of insuring that the pregnant woman eats well and rests often.
Although the child-mother bond is considered strong in Indian culture,
grandparents, aunts, uncles, and other members of the extended family take very
active roles in children’s upbringing; a mother-in-law or an older sister-in-law
may perform a lot of infant care tasks (Kakar, 2009).
At the beginning of the 21st century in India, 95% of women were married
by the age of 25, while 5% of women reported having sexual experience prior to
marriage, less than 5% of women played a primary role in choosing their husband,
and 78% knew their husband for one month or less by the time they got married
(Desai & Andrist, 2010). In an interview of 38 first-generation AIs living on the
East Coast of the United States, all of them were found to have arranged marriages
(Mehrotra & Calasanti, 2010). Price (2011) interviewed 20 Asian Indian
immigrants in Texas and found that, out of 19 married individuals, all but four had
arranged marriages. This data shows that arranged marriages are still very
prevalent in AI communities both inside and outside India.
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Ranade (2011) presented a qualitative analysis of the first-year marital
experiences of 26 AI couples in arranged marriages. Of the 26 couples in her
study, 15 were residing in India after their marriage and 11 were residing in the
US; all participants in the study held at least a Bachelor’s degree. Ranade observed
that the transition into sexual intimacy tended to be abrupt in arranged marriages,
as cultural rules and geographical distances prohibited individuals from
experiencing sexual intimacy before marriage. Due to the taboo against talking
about sex in Indian society little sex education occurs. Indian women often enter
marriage without any knowledge about sexual anatomy and physiology and little
preparation for the psychological aspects of entering a sexual relationship. Men
have to rely on pornography and discussions with male friends to gather
information about what to do during sex.
Male study participants in both Indian and U.S. samples were sensitive to
the fact that their wives might be fearful of sex. They also showed an
understanding of the fact that sex was not only about satisfying their needs, but
also about making experience pleasurable for their wives. Couples in the study
reported that the time it took them to achieve their first successful penetration
ranged from approximately a day to a year and counting, with the average being
between one and three months. Most participants reported that sexual activity was
satisfying to them and contributed to feelings of closeness.
Female sexuality in India
Kakar & Kakar (2007) suggest that discussion of sexuality is repressed in
all strata of Indian society. They note that women in India commonly believe that
fulfillment of the husband’s sexual needs is an important marital obligation for a
woman, but do not expect to enjoy the sexual relationship. Many educated women
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from upper castes do not even have words to discuss their genitals in their native
language, and may refer to them using euphemisms as a “place of peeing.” Kakars
analyze the words that are used by Indian women to describe what is called
“lovemaking” in English: “kaam”—“work”; “dhandha”—“business”, “Aadmi
bolna chahta bai”—“Man wants to speak”, and “Hafte mein ek baar lagwa lete
hain”—“I get done it to myself once a week.” Kakars write:
With so many traditional women carrying the baggage of shame and guilt
in relation to their (sexual) bodies, with all the images of insatiable women
and the notion of sex being an act that drains man of power and vigor,
running up in male cultural imagination, the omens for a joyful sexual life
is the average Indian marriage is not promising. (p. 93).
Young women in India receive explicitly and implicitly negative messages
about sexuality (Seervai, S., 2015). Trivedi (2014) related a complicated history
of the attempts to introduce sex education for adolescents in India. The Indian
government first discussed the question of sex education in 1993. In 2005, the
government implemented the National Population Education Project in India’s
public schools, which focused on abstinence, faithfulness and condom usage.
However, by April of 2007 some of the largest states in India, —including
Maharashtra, Kerala, Karnataka, and Madhya Pradesh—banned sex education.
Politicians declared sex education to be a Western evil that would ruin Indian
society and prevent children from developing good character.
In 2009, the government introduced the Adolescent Education Programme,
which mentioned sex primarily in the context of HIV prevention and abstinence.
Publicity around gang rapes in India in the last couple of years renewed the
national debate about sex education in schools. However, sex remains a
completely taboo subject in most families, and the majority of the population
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believes that it is the woman’s responsibility to behave in such a way that will not
expose her to the risk of sexual assault (Suxton & Kumar, 2013; Patel, 2013).
Research on female sexuality in India is scarce, and focuses mostly on
“dysfunction.” A study by Singh, Tharyan, Kekre, Singh, and Gopalakrishnan
(2009) reported that 73% of 149 married women attending a clinic for unrelated
medical issues met the criteria for female sexual dysfunction. Pain with
intercourse was the least commonly reported problem, affecting “only” 64% of
women, while more than 90% of women complained of difficulties with arousal
and lubrication, and more than 85% reported difficulties with orgasm. Aggarwal
et al. (2011) reported that 56% of 500 women surveyed met the criteria for sexual
dysfunction, identifying age, menopausal status, low education levels, and chronic
disease as the major risk factors. In contrast to previous studies, Varghese, Bansal,
Kekre, and Jacob (2012) reported that only about one third of 150 women
surveyed exhibited symptoms of sexual dysfunction. Comparing their results with
results from previous studies, the authors stated that the differences were due to
other researchers using “Western thresholds [sic]” to define dysfunction (p. 1773)
From these contradictory and confusing results, one can only conclude that
researchers know very little about the sexuality of Indian women. The prevalence
of sexual dysfunction appears to be high, but the cultural taboos around sex, lack
of sex education, and lack of general knowledge about human sexuality makes the
true situation difficult to assess.
Sexuality of AI Women in the US
To date, only Fisher, Bowman, and Thomas (2002) have described sexual
and reproductive challenges among AI women in the United States. They
addressed the topic in two case studies. The first case study followed a 37-year-old
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professional AI female undergoing infertility evaluation after nine years of
marriage. A physical exam determined that the marriage had not yet been
consummated. In the second case study, researchers questioned a 25-year-old
college-educated AI female who denied “having sex,” but admitted that her
boyfriend was doing “something down there.” The authors note that Indian culture
regards sex as a duty that is not supposed to be pleasurable for women. The
authors suggest that lack of consummation may be an issue among couples in
arranged marriages.
Asian Indian Women: Pregnancy, Birth, and
Breastfeeding
Pregnancy, Birth, and Breastfeeding
in India
In India, women’s access to perinatal services differs drastically between
urban and rural areas. The National Family Health Survey found that only 51% of
rural population received three or more prenatal visits during pregnancy in 2005–
2006, and only 40% delivered their babies in the hospital (Vora et al., 2009). The
same survey found that cesarean rates averaged 6% in rural areas and 18% in
urban areas, with a national rate of 10%, in 2005–2006. Although literature
continues to cite these statistics (Ghosh, 2010), the numbers are changing rapidly
in both rural and urban areas of India.
As in many other developing countries, the rate of operative births is rising
dramatically in India, as is the overuse of medical technology in general. In a rural
medical college in the state of Haryana, cesarean section rates increased from 31%
to 51% during the period between 2007 and 2012 (Singh & Gupta, 2013). More
recently, Nagpal et al. (2015) conducted a population-based cluster randomized
household survey, investigating perinatal experiences of women who had babies
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within a six-month period in Delhi, one of the largest metropolitan centers in
India. The results were reported for three different socioeconomic groups. For the
women in the highest socioeconomic group, more than 97% delivered babies in
hospitals; more than 80% of these deliveries took place in private hospitals. Of the
women in this group who delivered in private hospitals, more than 99% received
more than three prenatal visits, and more than 87% received four or more
ultrasound scans during pregnancy. The data for this high socioeconomic class
(HSEC) is particularly relevant to my study, because these women match the
socioeconomic profile of most female immigrants to the Silicon Valley from India.
Only 2% of HSEC women delivering in private hospitals were asked about
physical or mental abuse or feeling of sadness during pregnancy; 44% were told
about preterm labor and 27% received information about labor analgesia. Cesarean
section rate was 41% for in smaller private hospitals or “nursing homes” (less than
25 beds) and 54% for women in larger private hospitals. Labor support was
provided for 15% of women in larger private hospitals (77% of the time by the
husband and 23% of the time by other relatives), and for 5% of patients in nursing
homes (50% of the time by the husband, and 50% of the time by other relatives).
More than 70% of HSEC women received routine episiotomies, and more than
50% received enemas. While less than 8% of women delivering in the private
hospitals received epidurals, more than 40% were not allowed to move during
labor or take oral fluids. Less than 1% of women delivered in non-supine
positions, and less than 30% of women who delivered in private hospitals were
allowed to touch the baby within 30 minutes after the birth. Initiation of
breastfeeding within 24 hours happened in 52% of larger private hospitals and in
64% of nursing homes; formula or animal milk was given within 48 hours to 45%
of babies born in larger private hospitals, and to 35% of babies born in nursing
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homes. The rates of discarding colostrum for larger hospitals and smaller nursing
homes were 8.2% and 11.9% respectively.
These studies from India show evidence of fast medicalization of
pregnancy and birth. However, while western technologies such as ultrasounds
and cesarean sections have become very popular, India has generally not adopted
western reproductive concepts such as prenatal education, labor support, and the
importance of skin-to-skin newborn care and exclusive breastfeeding.
Pregnancy, Birth, and Breastfeeding
among AI Immigrants
Few studies have looked at the pregnancy, labor and birth experiences of
immigrant AI women in North America. Brar et al. (2009) showed that South
Asian women in Canada do not use prenatal services as much as their Canadianborn counterparts; in this study, healthcare providers also recommended fewer
prenatal classes to South Asian patients. South Asian patients cited husbands’
unwillingness as a reason for not attending classes, and reported a preference for
acquiring prenatal knowledge from female relatives and friends.
Ladha (2010) interviewed ten South Asian women, all of whom had
immigrated to Canada during the previous ten years, about their prenatal
experience. The women in this study understood the importance of staying
physically and emotionally healthy during pregnancy, but reported that they did
not receive enough information about their healthcare options from providers.
Only one of the ten women interviewed had attended childbirth preparation
classes. The others did not know about the classes, did not want to pay for the
classes, or did not want to attend the classes if their partners could not accompany
them. Instead, these women preferred to get information from friends, older family
members, the internet, and books.
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Spitzer (2007) found that some South Asian Canadian women did not
participate in community prenatal classes due to a language barrier. Others
believed that childbirth processes should not be discussed with others until the
time of birth. Some authors claim that South Asian women are less likely to seek
prenatal care services than their North American-born counterparts because they
view pregnancy as a normal life process, rather an illness requiring medical
attention (Hoskins, 2004; Assanand et al., 2005).
A systematic review and meta-analysis of cesarean births in international
migrants (Merry, Small, Blondel, & Gagnon, 2013) found that South Asian
immigrant women have consistently higher cesarean section rates for both
primigravidas and multigravidas compared to non-immigrant women. The most
commonly reported risk factors for cesarean section for immigrant women were
(in order of frequency): language/communication barriers, low social economic
status, poor maternal health (e.g., anemia, STIs, TB, parasitic infections),
gestational diabetes/high body mass index, feto-pelvic disproportion, and lack of
prenatal care. Most of these factors do not seem to apply to the AI population of
Silicon Valley, who tend to be healthy, speak fluent English, and have high
socioeconomic status. AI women in Silicon Valley also tend to start prenatal care
early in the pregnancy, and have frequent prenatal appointments.
Wong et al. (2008) analyzed data from 2003 birth certificates to investigate
the difference in perinatal outcomes between different Asian subgroups. A total of
202,686 non-Hispanic Asian women were eligible for this study. This study
showed that AI women had the greatest incidence of primary cesarean delivery
(21.2%), diabetes (8.1%), and birth weight less than 2500 g (4.8%). Rao, Daniels,
El-Sayed , Moshesh, & Caughey (2006) conducted a retrospective study using the
data from deliveries in Stanford hospital in California between 1998 and 2003.
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The study showed that AI ethnicity was a risk factor for gestational diabetes,
preterm delivery, and low birth weight, but cesarean section rates among AI
women were just slightly higher than average: 23.7% for AI women, as opposed to
22.6% for all Asian women.
Many studies have shown a high incidence of severe perineal trauma in
Asian women giving vaginal birth in Western countries, relative to Caucasian
women. Unfortunately, very few of the studies looked specifically at the AI
population. Hopkins, Caughey, Glidden, & Laros (2005) analyzed records from
the UCSF perinatal database from 1976 to 2001. The study separated Asian
ethnicities into Chinese, Japanese, Filipina and “other Asian,” which consisted
predominantly of Southeast Asians, Asian Indians, and Pacific Islanders. As a
whole, the Asian ethnicity, including “other Asian,” was shown to be a risk factor
for perineal lacerations. Handa, Danielsen, & Gilbert, (2001) examined obstetric
anal sphincter lacerations (used interchangeably with third- and fourth-degree
lacerations and severe perineal lacerations) in a retrospective study of more than 2
million vaginal deliveries at California hospitals, using information from birth
certificates and discharge summaries for 1992 through 1997. Indian ethnicity was
associated with the highest chance of severe perineal lacerations (OR 2.50; 95%
CI 2.23, 2.79) compared to Caucasians.
Literature suggests that breastfeeding well beyond the child’s first birthday
is a cultural norm in many traditional societies. Cowin (1999) interviewed Asian
Indian new mothers and Asian Indian healthcare providers residing in Canada
regarding breastfeeding experiences and decision-making influences. The study
found that, despite Asian Indian women’s preference for exclusive and prolonged
breastfeeding, most mothers accepted early introduction of breast milk substitutes.
The reasons cited for this included the desire to resume gainful employment,
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satisfaction with the baby, and the impression that this was what women did in
Canada. Studies from Great Britain and Australia support the hypothesis that
women with higher acculturation levels are less likely to breastfeed their babies
exclusively, and are more likely to introduce breast milk substitutes. Less
acculturated mothers believe strongly in the traditional importance and health
benefits of breastfeeding, while more acculturated mothers are more likely to be
influenced by the examples of their Western counterparts (Choudhry & Wallace,
2012; Maharaj & Bandyopadhyay, 2013).
In a U.S. study, Asian Indian mothers breastfed for shorter periods than
Anglo-American mothers, and were more likely to ask extended family members
for breastfeeding advice instead of seeking guidance from health professionals
(Kannan, Carruth, & Skinner, 1999). Nagpal, et.al (2015) found that more than
one third of babies born in private hospitals in New Delhi received a breast milk
substitute within 48 hours of birth, so the preference for prolonged and exclusive
breastfeeding might not hold true for India’s current population.
Although I’ve found a considerable gap in literature describing U.S. HCPs’
experiences with AI women’s reproductive care, the findings from other countries
suggest that communication barriers and HCPs’ ignorance of cultural expectations
and needs might be obstacles to care. The literature suggests that AI women in
Silicon Valley reproductive healthcare facilities may have come to the United
States to join their husbands in arranged marriage; they may have grown up
expecting to become a part of their future husband’s extended family and to rely
on family members for help caring for children. These women may have had little
or no education about human sexuality and reproduction, and may have received
contradictory messages about what normal birth involves. AI immigrant women in
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Silicon Valley also experience a number of profound transitions, which I will
discuss in the next section.
Theoretical Framework
Afaf Meleis extensively studied the process of immigrant assimilation into
a new culture, which she described in the context of transitions theory (Meleis,
Sawyer, Im, Hilfinger Messias, & Schumacher, 2000). Out of the five studies used
to provide empirical data for the concepts of transitions theory, three featured
populations similar to the population of interest in this study—Korean middleaged women, African American mothers, and Brazilian female immigrants (Im,
2009).
There are several different transitions that might affect AI women coming
to Silicon Valley. First, these women are getting married—a process that entails a
developmental transition from a maiden to a sexually active woman, as well as a
situational transition, from a daughter living at home with parents to a wife living
with a husband. Upon marrying a husband and joining him in the United States, AI
immigrant women become geographically isolated from their natal families and
friends, and dependent on men they barely know. Culturally, these women expect
to become a part of a large extended family and to rely on the husband’s female
family members for emotional and physical support. This does not happen when a
woman marries a man who has come to the United States alone for work or study.
Researchers have not yet studied the effects of transitioning into marriage and
parenthood while undergoing the transitions of immigration, as experienced by AI
women coming to Silicon Valley.
Furthermore, AI women coming to Silicon Valley are experiencing the
situation transition of migrating to another country. Because some of them may be
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planning to return home some time in the future, they end up in a “no man’s
land”—a permanent transition state, as there is no defined end point to this
transition.
Finally, like their counterparts at home, AI women immigrating to Silicon
Valley experience the organizational transition inherent in living at a time when
traditional Indian family values are undergoing significant changes due to
globalization, industrialization, and information exchange. According to Meleis
(2010) focusing on transitions allows the simultaneous use of different theories
from other disciplines, such as psychoanalysis and postcolonial feminism, to
understand the experiences of the population of interest.
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Design
A quantitative, cross-sectional, descriptive design was used for the
proposed study.
Sample and Setting
I invited a convenience sample of healthcare professionals practicing in
Santa Clara County to participate in this study. The participants were over 18
years of age, able to read and write English, and were involved in the care of
childbearing AI women. The sample included registered nurses, OB/GYN
physicians, midwives, lactation consultants, primary care physicians and one
advanced practice nurse employed in primary care. The primary setting for this
study was El Camino Hospital (ECH), a community hospital in Santa Clara
County, California. ECH has two campuses: the campus in Mountain View (ECH
MV) is licensed for 399 beds, 88 of which are designated for maternal-child
health; the Los Gatos campus (ECH LG) is licensed for 180 beds, 20 of which are
designated for maternal-child health. Overall, ECH MV averages approximately
350 deliveries per month, and ECH LG averages approximately 70 deliveries per
month.
Measures
Health Care Professionals’ perceptions of the reproductive challenges and
experiences of AI women were assessed with a 71-item investigator-developed
survey. I created the questions in the survey based on the studies discussed in the
literature review sections. I conducted multiple informal focus groups with
reproductive HCPs taking care of AI women at ECH MV, in order to reflect their
observations and experiences specific to the U.S., and particularly Silicon Valley.
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In this way, I hoped to the current gap in literature about the reproductive/perinatal
experiences of AI women in the United States.
The survey included six sections. The first section consisted of six
demographic questions, including questions about respondents’ occupation, age,
and ethnicity. The second section consisted of six questions about respondents’
general impressions of their AI clients and their needs. The next four sections used
Likert-type scales. These four sections included 11 questions about patient marital
relationships and contraception use, 12 questions about patients’ prenatal periods,
20 questions about labor and birth, and 13 questions about patient postpartum
recovery in the hospital. These questions assessed how often AI women
experienced certain reproductive challenges, compared to women from other raceethnic groups. Participants could skip the areas that did not pertain to their
practice. Four open-ended questions allowed participants to give narrative
answers. At the end of the survey, participants had the opportunity to provide any
additional information about their experience caring for AI women.
Data Collection Procedure
After obtaining approval from ECH and CSU Fresno International Review
Boards, I distributed the link to the survey through email, on-line announcements,
and personal communications. The link to the survey was accompanied by a cover
letter informing participants of the purpose of the research and assuring them of
the confidentiality of all provided information. Participants were given contact
information in case they had any questions regarding the research (Appendix A).
No participant self-identifying data was collected.
In order to maintain anonymity, the link to the survey was emailed to 103
labor and delivery (L&D) nurses and 122 mother-baby unit (MBU) nurses on the
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ECH Mountain View campus, as well as 25 L&D and 14 MBU nurses on the ECH
Los Gatos campus. The link was sent by the units’ nurse-managers. The survey
was introduced to OB/GYN physicians on the Mountain View campus during the
November department meeting. The link to the survey was emailed by the
medical director of the OB department of Palo Alto Medical Foundation to
OB/GYN physician-members who have delivery privileges in ECH MV. Flyers
were distributed in L&D and MBU at ECH MV and ECH LG. I sent emails with
links to the survey to HCPs in Santa Clara County whom I knew personally. The
survey was available on-line to all reproductive health professionals in Santa Clara
County from mid-November 2014 to mid-January 2015.
Data Analysis
Participant demographic data and characteristics was analyzed using
descriptive statistics, including frequencies, means, and measures of central
tendencies.
Research question 1
What is the general perception of the AI female population in Silicon
Valley by women’s health care providers? I used descriptive frequencies, means,
and measures of central tendencies to analyze HCPs perceptions of AI female
patient characteristics. I analyzed the prevalence of AI women in providers’
practices, providers’ perceptions of AI patients’ oral English language proficiency,
providers’ perceptions of AI patients education levels, as well as providers’
perceptions of the prevalence of long-distance marriages into America among their
AI patients.
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Research question 2:
What do reproductive HCP observe as specific challenges commonly
experienced by AI women? I used descriptive frequencies in EXCEL Version 14.4
for Mac 2011 to analyze respondents’ answers to Likert scale questions. I
synthesized participants’ answers to open-ended question and comments and
extracted common themes.
Research question 3
What do HCPs perceive as especially challenging while taking care of AI
women in reproductive/perinatal settings? I used descriptive frequencies in
EXCEL Version 14.4 for Mac 2011 to analyze respondents’ answers to Likert
scale questions. I synthesized participants’ answers to open-ended question and
comments and extracted common themes.
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Participant Characteristics
A convenience sample of 76 professionals participated in the study. Of
these, the majority reported being between 30 and 50 years of age (n=51, 67%),
female (n=68, 89%), and Caucasian (n=42, 55%). More than half of participants
(n=46, 61%) identified as L&D or MBU nurses. The majority of respondents were
affiliated with El Camino Hospital (n=65, 86%). Between the two ECH campuses,
most respondents were affiliated with the larger Mountain View campus (n=57,
74%), whereas nine respondents (12%) were affiliated with the Los Gatos campus.
The rest of the respondents (n= 9, 12%) were affiliated with Good Samaritan
Hospital, Santa Clara County Valley Medical Center, Kaiser Permanente,
Alameda County System, and Highland Hospital. Please see Table 1 for more
complete data.
Table 1: Sample Characteristics (N=76)
Characteristics

N (%)

Age (in years)
< 30

3 (4%)

30 – 50

51 (67%)

> 50

19 (25%)

Decline to answer

3 (4%)

Gender
Male

6 (8%)

Female

68 (89%)

Decline

2 (3%)

Race-ethnicity
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Caucasian

42 (55%)

Asian Indian

6 (8%)

Other Asian (Filipino, Chinese, Japanese,
Korean, “other Asian”)

12(16%)

Native American

2(3%)

Latino

5(7%)

African American

1 (1%)

Decline to answer

8 (10%)

Professional Role
Primary care provider physician

5 (7%)

Advanced practice nurse

1 (1%)

Obstetrician-Gynecologist

16 (21%)

Certified nurse midwife

5 (7%)

Labor and delivery nurse

18 (24%)

Mother-baby nurse

26 (34%)

Lactation consultant

3 (4%)

NICU nurse (answered IP questions)

1 (1%)

Decline to answer (answered IP questions)

1 (1%)

Hospital Affiliation
El Camino Hospital – Mountain View

57 (75%)

El Camino Hospital – Los Gatos

9 (12%)

Other (Good Samaritan, Kaiser, SCVMC,
Alameda County System, Highland)

8 (11%)

Outpatient only

1 (1%)

Declined to answer

1 (1%)
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The prevalence of AI female patients varied significantly among
respondents. The majority of respondents reported that more than 30% of their
patients were of Asian Indian descent (n=54, 68%). Among respondents
associated with ECH MV, the amount of providers who reported AI patient rates
of more than 30% was even higher (n=48, 84%). Please see Table 2 for complete
data.
Table 2. Percentage of AI Patients in Respondents’ Practice
Total <11% 11%31%-50%
51%- 71%30%

70%

90%

>90% Blank

All

76

3

18

19

24

8

3

1

ECH

57

0

8

15

23

7

3

1

(MV)

Research Question 1: Description of AI Patients in
Silicon Valley
Three questions in the survey were geared towards description of AI female
patients:
Ability to Verbally Communicate in
English.
Sixty-two (82%) of all participants described patients’ ability to
communicate verbally in English as “fluent” or “very fluent” (4 or 5 on a 0–5
scale). In the narrative section of the survey, only five out of 76 respondents (7%)
mentioned language as a barrier.
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Provider’s Perception of Patients’
Education Level.
Fifty-five participants (79%) believed that more than 50% of their patients
had college-level educations or above. Forty-three participants (53%) believed that
more than 75% of their patients had college-level educations or above.
Perceptions of Frequency of “Long
Distance” Marriages to AI Men in
the United States.
I asked respondents to estimate the percentage of their AI female patients
who came to the United States after marrying an AI man who was already living
there. Out of 76 respondents, 48 (63%) answered this question. The majority
(n=28, 58%) estimated that more than 50% of their patients came to the United
States after marrying an AI man who was already livining the United States. I also
performed a separate analysis on the responses of OB/GYNs practicing in ECH
MV. I anticipated that this group of respondents, which has the most AI patients
and care for them for the duration of pregnancy, would have the most
opportunities to get to know them better. Indeed, 11 out of 12 ECH MV
OB/GYNs (92%) answered the question. Seven of the 11 of ECH MV OB/GYNs
(64%) estimated that more than 50% of their patients came to US after marrying
an AI man who was already living here.
Research Question 2: Prevalence of Certain
Challenges and Experiences in AI Women Compared
to Women from Other Race-Ethnic Groups
Four sections of the survey explore providers’ perceptions of the prevalence
of certain healthcare challenges facing AI women. In these sections all questions
presented the respondent with a Likert scale from 1 to 5, with 1 representing a
situation that “occurs significantly less often” and 5 representing a situation that
“occurs significantly more often.” The respondents were asked to rate the
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healthcare issues based on whether they occur more or less frequently among their
AI female patients, compared to female patients from other race-ethnic groups.
These four sections addressed: sexual health, pelvic exams and
contraception use (GYN care), the prenatal period (AP care), labor and birth (IP
care), and the immediate postpartum period (PP care). Depending on the
respondents’ scope of practice and current employment, they answered
corresponding sections of the survey (see Table 3). The response rate generally
matched my expectations, except that more respondents than expected answered
questions on postpartum care, which were mostly intended for Mother Baby Unit
(MBU) nurses and Lactation Consultants (LC). One ECH LG NICU nurse
answered the questions on IP care, so I assumed that she might sometimes float to
Labor and Delivery and take care of patients in labor.
Table 3. Distribution of Answers to Four Sections by Professional Role.
Professional role Total
GYN care AP care
IP care
PP care
PCP

5

5

1

APN

1

1

0

OB/GYN

16

16

16

16

11

CNM

5

5

5

3

4

LD/NICU nurse

20

20

8

MBU nurse

26

24

LC

3

3

Agreed to

76

answer

27

21

39

51
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The answers to these questions were analyzed for frequencies and compiled
into categories of “more often” (numbers 4 and 5 on the scale) and “less often”
(numbers 1 and 2 on the scale). These results were combined with narrative
answers to four open-ended questions. The open-ended questions asked
respondents to describe what they perceived to be the most common reproductive
challenges of AI women; what they, as healthcare providers, perceived to be their
personal greatest challenges when caring for AI women; what were their greatest
obstacles to establishing therapeutic relationships with AI women; and suggestions
for improving the experiences of AI women receiving reproductive care system in
Silicon Valley.
Five areas were identified as especially challenging for Asian Indian
women seeking reproductive services in Silicon Valley. Table 4 summarizes the
compiled answers applicable to each of five areas in more details.
Table 4. Most Significant Trends in Reproductive Experiences of Asian Indian
Women
Question
Answered “more often” Answered “less often”
or “significantly more

or “significantly less

often”
often”
Difficulty with relaxing pelvic area, as evident by problems with intercourse
and difficulty in tolerating pelvic exams.
Unconsummated

71%

7%

86%

3%

marriage
Difficulty achieving
penetration during
intercourse
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Pain during intercourse

79%

0%

Avoidance of intercourse

81%

0%

87%

0%

87%

0%

93%

0%

Unable to undergo pelvic
and/or speculum exam (in
the office)
Report or appear to
experience pain (more
than expected discomfort)
during pelvic and/or
speculum exam
Experience difficulty
tolerating pelvic exams

during labor
Lack of health education and knowledge, increased anxiety and self-doubt,
but reluctance to enroll in classes or prepare a birth plan.
Lack of knowledge

78%

0%

63%

13%

61%

4%

regarding human
sexuality and
reproductive anatomy
Appear exceedingly
anxious about pregnancy
Have excessive anxiety
about upcoming birth
(during pregnancy)
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Are more likely to use

61%

4%

35%

17%

25%

29%

9%

43%

91%

0%

78%

3%

75%

0%

45%

18%

after hours answering
services (during
pregnancy)
Attend childbirth
preparation classes
Attend breastfeeding
preparation classes
Have specific preference
for labor and create a
birth plan
Husband/partner has
multiple questions and
concerns regarding
pregnancy
Appear excessively
anxious about labor (in
labor)
Tend to arrive in the
hospital before active
labor is established
Are less likely to have
attended childbirth
preparation or
breastfeeding classes (in
labor)

35
Appear to have little

67%

8%

76%

3%

68%

3%

83%

3%

knowledge and unrealistic
expectations of labor
Appear reluctant to take
care of self (postpartum)
Show increase anxiety
regarding ability to
breastfeed
Appear reluctant to take
care of baby and ask staff
to perform baby care
Heavy reliance on and delegation of decision making to husband and/ or
family members, but possibly lack of control over involvement of family
members.
Husband/partner

83%

0%

91%

0%

87%

3%

accompanies patient to
most appointments
Husband/partner has
multiple questions and
concerns regarding
pregnancy
Expect/allow
husband/partner to
answer questions
addressed to the patient,
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including personal
questions (in labor)
Defer to husband/partner

88%

3%

56%

3%

55%

3%

83%

3%

75%

3%

87%

3%

65%

3%

for making decisions
regarding her own care
(in labor)
Extended family
members provides hands
on support to laboring
woman
Extended family
members are likely to be
present in the room
during pushing
Defer to family for
making decisions
regarding her own care
(postpartum)
Defer to family for
making decisions
regarding baby care
Plan to rely on family
members for the care of
the baby
Seem to be reluctant to go
home at the time of
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discharge
Ask staff for help in

47%

3%

managing extended
family
Extra challenges in working with pain and physical demands of labor and
childbirth recovery
Perceive early labor as

75%

3%

64%

3%

79%

3%

64%

0%

61%

3%

78%

3%

extremely painful
Are having hard time
following directions
during labor
Have hard time
coordinating pushing
efforts
Have a cesarean section
in pushing stage due to
lack of fetal descent
Have high rate of
operative vaginal
deliveries (forceps,
vacuum extractors)
Have many complaints
regarding physical
discomforts (postpartum)
Lack of understanding of role of nurses in American healthcare and possibly
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lack of trust of nurses.
Give impression that they

59%

5%

68%

2%

88%

0%

69%

3%

87%

3%

do not trust nurses (in
labor)
Give impression that they
do not understand the role
of nurses in the hospital
(in labor)
Tend to ask the same
question many times (in
labor)
Extended family
members give impression
that they do not trust
nurses and second-guess
their advice. (in labor)
Tend to ask the same
question many times (in
postpartum)

Difficulty with Relaxing Pelvic Area
Respondents to the GYN section felt that AI women were more likely that
women from other race-ethnic groups to experience unconsummated marriage
(71%), difficulty achieving penetration (86%), pain during intercourse (79%), and
avoidance of intercourse (71%). AI women were also reported to have significant
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trouble tolerating pelvic exams both in the office (87%) and in the hospital during
labor (93%).
In response to open-ended questions about AI women’s typical
reproductive health issues, OB/GYNs most commonly mentioned vaginismus,
dyspareunia, and inability to tolerate pelvic exams. Meanwhile, almost 50% of
labor and delivery nurses mentioned anxiety, tension and pain during vaginal
exams in their answers to this question.
Lack of Health Education and
Knowledge
Seventy-nine percent of respondents to the GYN section observed a lack of
knowledge of human sexuality and reproductive anatomy among AI women,
compared to women of other race-ethnic groups. HCPs perceived AI women as
being excessively anxious about pregnancy and labor while pregnant (63% and
61% of respondents reported excessive anxiety about pregnancy and labor
respectively). Even more HCPs perceived AI women as excessively anxious
during the labor itself (78% of respondents reported excessive anxiety in AI
women compared to other race-ethnic groups).
Ninety-one percent of AP section respondents reported that AI women’s
husbands/partners are more likely to have multiple questions and concerns about
pregnancy. Sixty-seven percent of IP section respondents noted that AI women
were more likely to lack knowledge and hold unrealistic expectations about labor.
In the PP section, 68% of respondents noticed high anxiety regarding ability to
breastfeed among AI women compared to women of other race-ethnic groups, as
well as reluctance to take care of themselves (78%) and of the baby (83%). Sixtyfive percent of PP section respondents felt that AI women were more reluctant to
go home at the time of discharge.
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AI women were also observed to display indirect indications of increased
anxiety. Seventy-five percent of respondents reported that AI women were more
likely to come to the hospital before active labor is established and ask the same
question multiple times. While 44% of AP respondents felt that AI women were
more likely to enroll in childbirth preparation classes, 17% believed that they were
less likely to do so. More AP respondents believed that AI women were less likely
to sign up for breastfeeding classes (29%) than felt they were more likely to attend
them (25%). By the time of labor, AI women gave even less impression of having
attended childbirth preparation or breastfeeding classes: 45% of IP respondents
felt that AI patients were less likely to have attended those classes than women
from other race-ethnic groups. AI women did not seem to feel themselves to be in
control of their labor experience, nor likely to try to deal with their anxiety by
preparation. Forty-three percent of AP section respondents indicated that AI
women were less likely to have specific preferences for labor or to create a birth
plan, while only 9% of respondents thought that AI women were more likely to do
so.
In the narrative section, 18 respondents recommended that
childbirth/breastfeeding/baby care classes be made mandatory for AI patients, or
were specifically tailored to fit the needs of AI women.
Heavy Reliance on Husband and
Family Members for DecisionMaking and Care
Eighty-three percent of AP section respondents reported that husbands
often accompany AI women to prenatal visits, compared to husbands or partners
of patients from other race-ethnic groups. Ninety-one percent of AP section
respondents noticed husbands asking multiple detailed questions more often.
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Eighty-seven percent of IP section respondents noticed that AI women were more
likely to allow, or expect, their husbands to answer questions for them, including
personal questions. Eighty-eight percent of respondents also observed AI women
delegating more of the decisions regarding their own care in labor to their
husbands.
In the PP section, providers also noted that AI women were more likely to
delegate decision making regarding both their own care (83%) and the baby’s care
(75%) to their husbands or other family members. Eighty-seven percent of PP
section respondents felt that AI women were more likely to rely on family
members to take care of the baby upon returning home, and 65% of respondents
also felt that AI women were more reluctant to go home at the time of discharge.
At the same time, 47% of PP respondents reported that AI women were more
likely to ask for nurses’ help in managing their extended family during their
hospital stay. This data raises the question of whether AI women’s observed
reluctance to take care of themselves and their baby is voluntary, or culturally
imposed on the women.
Respondents of open-ended questions noticed that it is not uncommon for
the AI women to be caught between the contradictory advice of family members
and healthcare providers. They suggested including AI women’s family members
in breastfeeding and baby care classes during pregnancy. Some nurses suggested
including family members in the hospital’s teaching and decision-making
processes. Other respondents mentioned family members not speaking English or
conversing in their native language in front of the nurse as barriers to establishing
therapeutic communication.
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Physical Demands and Pain During
Childbirth and Recovery
Respondents of the IP section observed that AI women were more likely to
perceive early labor as extremely painful (75%), have trouble following directions
during labor (64%), have trouble coordinating pushing efforts (79%), have
cesarean sections during the pushing stage due to lack of fetal descent (64%), and
have high rates of operative vaginal deliveries (61%). Respondents of the PP
section also reported that AI patients were more likely to have many complaints of
physical discomfort (78%).
When answering open-ended questions, many respondents mentioned
intolerance of physical discomfort (such as having IV started or blood pressure
measured), as well as general fatigue and lack of physical fitness, as factors that
prevent AI women from pushing effectively. Among respondents who take care
of women during pregnancy, many mentioned a high prevalence of PCOS and
gestational diabetes. These diagnoses are often correlated with extra weight and
lack of exercise, which some respondents also mentioned as a problem among AI
women. Therefore, although the survey did not ask the question directly, AI
women may have lower endurance during childbirth due to a lack of sufficient
physical activity before or during pregnancy.
Lack of Understanding of the Role of
Nurses in American Healthcare
Respondents of the IP section noted that AI women more often give the
impression that they do not trust nurses (59%) and do not understand the role of
nurses in the hospital (68%). Sixty-nine percent of respondents also felt that the
extended family members of AI women did not trust nurses and second-guessed
nurses’ advice. Both IP and PP sections respondents noted that AI women are
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more likely to keep asking the same question repeatedly (88% and 87%
respectively).
In the narrative section, many nurses wrote that they felt patients repeated
the same questions to different healthcare professionals, as if they did not trust the
first answer they heard. Many nurses perceived there to be an extra challenge in
finding out if the AI patient understood and was satisfied with the answer she was
given. Many nurses felt that AI patients only listened to the advice of their
physicians, and treated nurses like “servants.” I address this topic more in the next
section.
Research Question 3: What are Specific Challenges for
Healthcare Professionals Caring for Asian Indian
Women in a Reproductive/Perinatal Setting.
As discussed in the previous section, many respondents felt that AI women
are more likely than women from other race-ethnic groups to have low pain
tolerance, experience difficulty tolerating pelvic exams, lack knowledge of
reproductive health, rely on husbands for communication with healthcare
providers, repeatedly ask the same questions, and misunderstand the role of
nurses. All these factors present a unique challenge for healthcare providers caring
for AI women.
I asked healthcare providers the following open-ended questions regarding
their experience caring for AI patients.
1. Please indicate what you perceive as specific challenges for healthcare
professionals taking care of Asian Indian women in reproductive/perinatal
settings.
2. Is it more or less difficult for you to establish therapeutic relationships
with Asian Indian patients? Why?
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Fifty-seven out of 76 respondents (75%) answered the second question. Of
those who answered, 31(54%) felt that it was more difficult to establish a
therapeutic relationship with AI patients. Six respondents (11%) answered that it
was not more difficult, but required more time and patience. Seven (12%) wrote
that it was “easy” or “less difficult” to take care of AI patients compared to
patients from other race-ethnic groups, and 13 (23%) said that it was about the
same. L&D nurses were more likely to find caring for AI patients to be especially
challenging. Out of 18 L&D nurses, 12 (67%) answered this question, and ten out
of the 12 (83%) indicated that it was more difficult to establish a therapeutic
relationship with AI patients.
The following are examples of narrative answers to my question about
establishing therapeutic communications with AI patients.
• “I feel therapeutic relationships are easy with Indian patients, they generally
speak English well, are well educated and motivated to do the right thing for
their babies” (Lactation Consultant).
• “Less difficult as they are usually well-educated and motivated to help
themselves get healthier” (Primary Care Physician).
• “Generally feel able to establish good relationship, but often requires a lot of
extra time/handholding/explanations/reassurance” (OB/GYN).
• “It can be challenging because they are not forthcoming about information and
you have to specifically ask questions and ask it multiple times in different
ways to make sure they understand’ (APN).
• “More difficult than other ethnic groups, in part because of the larger
proportion of engineering types (both patients & spouses), in the population
which we serve. This population has challenges understanding that the labor &
delivery process involves significant ‘loss of control.’ Cultural view of nurses
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as handmaidens, as lacking authority / expertise make establishing a
therapeutic relationship more challenging” (L&D nurse).
• “I feel it is more difficult because AI patients seem to be highly influenced by
the opinions of their family members. This often affects how open the patient
is to hearing information being taught by health care staff” (Mother-Baby
Nurse).
• “I just wish they learn the system better since most of them work here and try
to treat the people who help them in labor and delivery with mutual respect. I
have to admit majority of them are thankful for the care they receive, maybe
because I am a physician!!!!” (OB/GYN).
The following are some of the respondents’ answers to the question about
the challenges that healthcare professionals face when taking care of AI women.
• “Our general lack of understanding of their cultural practices around pregnancy
and childbirth; communication difficulties (OB/GYN).”
• “Understanding the cultural experience of moving to a new husband with
essentially a stranger and the lack of sexual education these woman have
received from their mothers/friends” (Primary Care Physician).
• “Very sensitive to exams, severe anxiety, numerous questions, husbands
answer for them (OB/GYN).”
• “Women who are too timid to address their medical concerns, husbands who
are controlling of their wives medical concerns and care” (CNM).
• “Lack of understanding (by patient) of childbirth process, specifically the
length of normal labor and the intensity of work involved” (L&D nurse).
• “Even after going over teaching information I am not always sure if it is
understood by the questions that continue to be asked” (Mother-Baby nurse).
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• “After delivery it is sometimes difficult to convince them to be self sufficient
and to be able to take care of baby” (Mother-Baby nurse).
• “The most significant challenge is the limited time during their stay to educate
them on everything they need to know to care of their infants after they are
discharged” (Mother-Baby nurse).
• “Lack of expression of appreciation for nursing care given (Disruption in the
cycle of caring, where nurses normally receive patients' appreciation which
then fuels our desire/ability to give more). Feeling like whatever you do, it's
not enough” (L&D nurse).
• “Since I have been working with Asian Indian women, I have come to
understand more about their culture, which makes it easier to interact with
them and understand what they expect. I also feel that the longer Asian Indians
have been in this country as a group, the more they have come to understand
our culture and medical system and share this knowledge with their expectant
friends” (Mother-Baby nurse).
In the final open-ended question, I asked what hospitals could do to
improve the experience of AI women in the maternal-child health area. The
respondents were unanimous in their recommendation that hospitals deliver more
prenatal education to AI patients and their families. Respondents recommended
that the prenatal education take AI culture into account. They also recommended
that the AI patients’ prenatal education include a component about the role and
training of nurses. Additionally, respondents recommended additional training for
hospital staff, which would educate the staff about culturally competent care for
AI women. The following are some example answers to this final question.
• “Offer tailored care, answer questions clearly, as often as needed” (CNM).
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• “Staff needs more cultural training to help in understanding and assisting this
large percentage of our population. Ideally there would be culturally sensitive
prenatal teaching for patients to help them as they enter the unfamiliar
environment of an American hospital” (Mother-Baby nurse).
• “Maybe the website could be updated regarding the general birthing
experience, the role of the nurses in labor and delivery and maternity explained
in detail and reassuring and educating patients about the role and importance of
nurses during their hospital stay. May be setting their expectations right might
improve their experience” (OB/GYN).
• “Include family in teaching and decision making” (Lactation consultant).
• “Start their education early in the pregnancy. Educate them as to what to
expect in L&D. What we do. How we are trained and that we are competent”
(L&D nurse).

REPRODUCTIVE CHALLENGES OF ASIAN INDIAN WOMEN
CHAPTER 5: DISCUSSION AND CONCLUSION
To date, this is the first study that has attempted to understand the
reproductive challenges observed by healthcare providers (HCPs) who take care of
Asian Indian women (AI) living in the southern San Francisco Bay Area,
California.
Perception of Asian Indian patients and their families
Healthcare providers described AI patients as college-educated, with a good
verbal command of the English language. HCPs also reported that many of their
AI female patients have had long-distance marriages, in which they immigrated to
the United States after marrying an AI man who was already living there. These
findings correspond to the studies described in the literature review, which have
shown the prevalence of arranged marriages both in India and in the Indian
diaspora in the United States.
Although many of the AI patients discussed in this study came to the
United States through marriage and live in nuclear families, family members tend
to be very involved in the care of the new mother and the newborn. Grandparents
often play major roles in the upbringing of children in India, and new mothers are
expected to rest after birth for extended periods of time. New mothers might feel
torn between their families’ expectations of assuming care of the newborn, and
HCPs’ expectations that the mother remain autonomous and take the lead in her
infant’s care.
Vaginismus and Unconsummated Marriage
HCPs identified vaginismus (hypertonicity of the pelvic floor muscles,
preventing the insertion of any object in the vagina), pain during intercourse,
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avoidance of intercourse, and unconsummated marriage as being significantly
more prevalent among AI patients than patients of other race-ethnic groups. HCPs
taking care of AI women in outpatient settings as well as in hospitals during labor
reported increased incidence of pain during vaginal exams, or inability to tolerate
vaginal exams.
These findings have not been previously described in studies inside or
outside of India. To date, only one study (Ranade, 2011) has investigated the time
it took AI couples in arranged marriages to consummate their marriages. In the
study’s small sample, couples took an average of one to three months to
consummate their marriage, with some respondents taking more than a year.
Long-distance or arranged marriages, cultural taboos against discussing
sex, lack of sex education, fear, and lack of vocabulary to describe what is
happening are all factors that may play a role in the increased prevalence of
problems with penetration in AI women. HCPs who are unaware of these issues
may treat AI women for infertility, when lack of penetration may be the real cause
of the problem. Furthermore, lack of understanding among HCPs may create
recursive cycles of pain, fear, and tension among AI women, perpetuating their
issues with vaginismus and pelvic exam difficulties.
Prenatal Education
Survey respondents’ most common recommendation was to provide AI
women with more prenatal education regarding the process of labor, breastfeeding,
and newborn care. None of the providers in the study reported late start of prenatal
care or lack of understanding of the importance of prenatal care as significant
challenges when working with the AI population. Contrary to the suggestions of
some of the authors discussed in the literature review, AI women in Silicon Valley
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do not appear to view pregnancy and birth as physiological processes not requiring
medical attention. Rather, AI women in Silicon Valley ask more questions and
have more anxieties about pregnancy, childbirth and breastfeeding than women
from other race-ethnic groups, according to their HCPs. This is not surprising
given the dramatic medicalization of childbirth in India in the last ten years,
combined with India’s continued lack of education about reproduction.
It is unclear if AI women in Silicon Valley are less likely to attend prenatal
classes, or if the classes they do attend simply do not improve AI women’s
knowledge and confidence about childbirth, postpartum recovery, breastfeeding,
and baby care. Providers answering questions regarding care during pregnancy
(AP care) felt that AI women were only slightly less likely to attend childbirth
preparation classes than women of other race-ethnic groups. However, providers
who were involved in caring for AI women during labor (IP care) were much more
likely to have had the impression that AI women had not attended childbirth
preparation classes.
Some AI women may not be signing up for prenatal classes because of the
lack of a direct recommendation from physicians. Couples may also be unwilling
to pay for the services not covered by the insurance. For these reasons, couples
may see prenatal classes as non-essential or redundant.
However, a quick inquiry in ECH MV childbirth preparation and
breastfeeding classes registration revealed that 40% to 50% of attendees appeared
to be Asian Indian. Therefore, it is likely that the education that AI women are
receiving in childbirth preparation classes does not translate into confidence and
knowledge during labor, childbirth, and breastfeeding. More research is needed to
better understand this phenomenon.
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The Role of the Nurse
The physicians in this study noted the extra time and patience required for
providing care to AI patients and recognized cultural differences in the
communication styles of AI patients. However, they did not feel that establishing
therapeutic communication with them was particularly challenging. Ladha (2010)
found that South Asian women in her study were satisfied with their relationships
with healthcare providers if the provider answered their questions. Women in that
study preferred to have female care providers, valued continuity of care, and were
upset if their doctor was not available during delivery. This corresponds to our
findings that AI women are likely to expect their doctors to be heavily involved in
labor and delivery.
By contrast, nurses in this study typically stated that AI patients and their
families did not trust their judgment and did not understand their expertise level.
That was especially pronounced for L&D nurses, who are typically the first to
encounter patients when they come to the hospital during pregnancy and while in
labor, and who care for the patients during the most acute, dramatic, and high-risk
portion of their stay.
The role of the nurses during hospital childbirth in India is not welldescribed in literature. Although all registered nurses in India have dual license as
registered nurses and midwives, their scope of practice is poorly defined and
appears to be “circumstances driven” and physician-oriented. Bharati, Johansson,
Prakasamma, Mavalankar, and Christensson (2013) describe a healthcare
environment in which “the senior staff nurses managed the supplies and
maintained records, while the junior staff nurses and the nursing students assisted
the doctor” (p.633). The status of nurse therefore is very different from the status
of physician in India; nurses are not perceived by patients as qualified to function
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without direct supervision from the physician. Okazaki (2000) notes that
healthcare providers without titles such as “Doctor” or “Professor” after their
names have relatively low ascribed credibility among Asian American clients, and
must actively work to achieve credibility. My findings suggest that a similar
situation appears to hold true for Asian Indians in Silicon Valley.
CONCLUSION
The findings of this study highlight the specific challenges observed by
HCPs taking care of AI women in California’s southern San Francisco Bay Area.
Since these patients are often well-educated and tend to speak English well, HCPs
may be underestimating specific cultural-related challenges in caring for this
population. HCP need to be especially sensitive to increased difficulties in
tolerating routine pelvic exams among AI women reported in this study, as well as
issues such as unconsummated marriages, lack of knowledge about reproductive
anatomy, and vaginismus.
Traditional childbirth education approaches may not work as effectively for
AI women. Healthcare institutions need to develop culturally competent classes
that address the specific concerns and needs of AI patients in order to increase
these patients’ confidence in their ability to labor, birth, and breastfeed their
children. Furthermore, AI patients may need extra encouragement directly from
their physicians to enroll in prenatal classes. Research is needed to understand
better ways to deliver prenatal education to this population, such as via smaller
groups separated by gender, or with classes that include extended family members
who will be involved in decision-making and baby care.
While the general American population has been naming nursing “the most
trusted profession” for years, patients coming from India do not seem to have the
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same concept of nursing. These patients may need extra help and preparation to
understand the role of nurses in the American healthcare system. At the same time,
nurses and other healthcare providers need to be educated on the specifics of
Indian culture in order to provide culturally competent care to this population.
Campinha-Bacote (2007) defined cultural competence as an ongoing
process in which healthcare providers continuously strive to improve their ability
to work effectively within the cultural context of the patient. Further research is
needed to understand the unique reproductive challenges and needs of AI women
and the best ways to improve healthcare delivery for this population. This study
has identified a number of areas to investigate for a better understanding of AI
women’s specific needs, such as how to better educate and prepare AI women for
childbirth and breastfeeding, and how to help AI women discuss and treat
vaginismus-related problems in a culturally competent way. Additionally, this
study recommends developing continuous education programs for healthcare
providers, which will help them address their personal biases while enhancing
their understanding of cultural and situational factors shaping the healthcare
expectations and needs of AI women.
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APPENDICES

REPRODUCTIVE CHALLENGES OF ASIAN INDIAN WOMEN

APPENDIX A: INVITATION TO PARTICIPATE IN THE STUDY

REPRODUCTIVE CHALLENGES OF ASIAN INDIAN WOMEN
Dear colleagues,
I am Olga Libova, a certified nurse-midwife in Santa Clara County,
working on Doctor in Nursing Practice degree with my committee chair, Dr.
Deepika Goyal. My project, “Healthcare Professionals’ Perceptions of
Reproductive Challenges and Experiences Among Asian Indian Women
Coming to Silicon Valley” aims to further investigate reproductive challenges
that you might have observed when working with immigrant Asian Indian (AI)
population. Please see the link to the survey below.

http://tinyurl.com/aiwomensurvey
The survey is intended for nurses, physicians, midwives and lactation
consultants taking care of AI women. It includes questions that cover the whole
spectrum of a woman’s reproductive journey from establishing an intimate
relationship with her spouse through pregnancy and recovery after childbirth.
There are a few general questions and then you are asked to compare your
perceptions of challenges among Asian Indian women versus women from other
race/ethnic groups in your care using Likert-scale questions. The survey allows
you to skip the parts that are not applicable to your role.
This survey should take no more than 10 minutes to complete, is
completely anonymous, and will not ask for any self-identifying information. I
greatly appreciate your time and willingness to share your experiences.
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If you have any questions, concerns or comments, please feel free to contact me at
midwife@gmail.com or my committee chair, Dr. Deepika Goyal at
Deepika.goyal@sjsu.edu
Thank you!
Olga Libova, DNP(c), MS, CNM, RN
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APPENDIX B: PROVIDER SURVEY

Provider Survey
Demographic Data
Thank you for participating in this survey gathering data about unique reproductive challenges and
experiences among Asian Indian women In Silicon Valley.
Please start by answering some basic demographic questions and sharing your general
impressions of reproductive challenges of Asian Indian women in your care. In following sections
you will be asked to compare the prevalence of certain problems in Asian Indian patients versus
patients from other raceethnic groups under your care.
If you do not encounter these problems in your practice or do not have an answer, please leave
the answer blank.
At the end of this survey you will have another opportunity to share your observations and
suggestions.
Your participation in this survey is completely voluntary and anonymous. Submission of this
survey indicates your consent to participate in this research.
1. Occupation
Mark only one oval.
Labor and Delivery Nurse
Mother Baby Nurse
OB/GYN
Primary Care Physician
Certified NurseMidwife
Advanced Practice Nurse
Lactation Consultant
Other:
2. Gender
Mark only one oval.
Female
Male
Decline

3. Ethnicity
Mark only one oval.
Asian Indian
Chinese
Filipino
Japanese
Native American
African American
Latino
Caucasian
Decline
Other:
4. Age
Mark only one oval.
under 30
30 to 50
over 50
decline
5. Please indicate which type of patients you see below:
Mark only one oval.
outpatient only
inpatient: labor and delivery only
inpatient: postpartum only
inpatient only: both labor and delivery and postpartum
both inpatient and outpatient
Other:

6. Please indicate if you are associated with any hospital below:
If more than one, please choose the one where you encounter most Asian Indian women
Mark only one oval.
None
El Camino Mountain View
El Camino Los Gatos
Good Samaritan
Kaiser
Stanford  Lucille Packard
O'Connor
Other:

Description of the Asian Indian Population under Your Care
7. Please indicate below approximately what percentage of your patients selfidentify as
Asian Indian women
Mark only one oval.
10% or less
11% to 30%
31% to 50%
51% to 70%
71% to 90%
90% or more
8. Please indicate your general perception of how well your Asian Indian female patients
are able to verbally communicate in English?
Mark only one oval.
1
barely or not at all

2

3

4

5
very fluently

9. Please indicate your general perception of what percentage of your Asian Indian
female patients have college education and above?
Mark only one oval.
Cannot answer
Less than 25%
25% to 50%
51% to 75%
More than 75%

10. Please estimate, in your opinion, what percentage of your Asian Indian female patients
came to the US after marrying an Asian Indian man who was already living in the US
Mark only one oval.
Cannot answer
Less than 25%
25% to 50%
51% to 75%
More than 75%
11. Please indicate most common reproductive/perinatal challenges you observe among
Asian Indian female patients
Please list as many as you find relevant.

12. Please indicate what you perceive as specific challenges for healthcare professionals
taking care of Asian Indian women in reproductive/perinatal setting
Please list as many as you find relevant.

Outpatient Reproductive Care
13. Questions in this section are intended for MDs/DOs, CNMs and NPs who provide
outpatient (office) care including pelvic exams and discussions of sexual and
reproductive health issues
Mark only one oval.
I provide these services and would like to answer the questions

Skip to question

14.
section

I do not provide these services or do not want to answer  you will be taken to the next
Skip to question 25.

Outpatient Reproductive Care
Comparison of Asian Indian women to women of other race

ethnic groups you provide care for.
For each healthcare issue below, please rate them based on whether they occur less or more
frequently among Asian Indian women compared to women of other raceethnic group in your
practice:
1  Occurs significantly LESS often in Asian Indian women
2  Occurs somewhat LESS often in Asian Indian women
3  Occurs at the SAME rate in Asian Indian women as the rest of population
4  Occurs somewhat MORE often in Asian Indian women
5  Occurs significantly MORE often in Asian Indian women
 Please leave blank if not applicable or you do not have an answer 
14. Unconsummated marriage
Mark only one oval.
1

2

3

4

5
significantly more
often in Asian
Indian women

significantly less often in
Asian Indian women

15. Difficulty achieving penetration during intercourse
Mark only one oval.
1

2

3

4

5
significantly more
often in Asian
Indian women

significantly less often in
Asian Indian women

16. Pain during intercourse
Mark only one oval.
1

2

3

4

5
significantly more
often in Asian
Indian women

significantly less often in
Asian Indian women

17. Avoidance of intercourse
Mark only one oval.
1
significantly less often in
Asian Indian

2

3

4

5
significantly more often
in Asian Indian women

18. Lack of knowledge regarding human sexuality and reproductive anatomy
Mark only one oval.
1

2

3

4

5
significantly more
often in Asian
Indian women

significantly less often in
Asian Indian women

19. Appear reluctant to selfreport sexual problems during office visits
Mark only one oval.
1

2

3

4

5
significantly more
often in Asian
Indian women

significantly less often in
Asian Indian women

20. When prompted, report partner/husband showing symptoms of low desire or other
sexual function problems
Mark only one oval.
1

2

3

4

5
significantly more
often in Asian
Indian women

significantly less often in
Asian Indian women

21. Appear reluctant to discuss birth control
Mark only one oval.
1

2

3

4

5
significantly more
often in Asian
Indian women

significantly less often in
Asian Indian women

22. Report not using contraception while not desiring pregnancy
Mark only one oval.
1
significantly less often in
Asian Indian women

2

3

4

5
significantly more
often in Asian
Indian women

23. Unable to undergo pelvic and/or speculum exam
Mark only one oval.
1

2

3

4

5
significantly more
often in Asian
Indian women

significantly less often in
Asian Indian women

24. Report or appear to experience pain (more than expected discomfort) during pelvic
and/or speculum exam
Mark only one oval.
1

2

3

4

5

significantly less often in
Asian Indian women

significantly more
often in Asian
Indian women

Pregnancy
25. Questions in this section are intended for MDs/DOs, CNMs and NPs who provide
outpatient (office) care during pregnancy
Mark only one oval.
I provide care during pregnancy and would like to answer the questions
question 26.

Skip to

I do not provide care during pregnancy or do not want to asnwer the questions  you
will be taken to the next section
Skip to question 38.

Outpatient Care During Pregnancy
Comparison of Asian Indian women to women of other race
ethnic groups you provide care for
For each healthcare issue below, please rate them based on whether they occur less or more
frequently among Asian Indian women compared to women of other raceethnic group in your
practice:
1  Occurs significantly LESS often in Asian Indian women
2  Occurs somewhat LESS often in Asian Indian women
3  Occurs at the SAME rate in Asian Indian women as the rest of population
4  Occurs somewhat MORE often in Asian Indian women
5  Occurs significantly MORE often in Asian Indian women
 Please leave blank if not applicable or you do not have an answer

26. Appear exceedingly anxious about pregnancy
Mark only one oval.
1

2

3

4

5
significantly more
often in Asian
Indian women

significantly less often in
Asian Indian women

27. Seek very specific guidance for nutrition, activities and self care
Mark only one oval.
1

2

3

4

5
significantly more
often in Asian
Indian women

significantly less often in
Asian Indian women

28. Are more likely to use after hours answering services
Mark only one oval.
1

2

3

4

5
significantly more
often in Asian
Indian women

significantly less often in
Asian Indian women

29. Appear disappointed if pregnant with female fetus
Mark only one oval.
1

2

3

4

5
significantly more
often in Asian
Indian women

significantly less often in
Asian Indian women

30. Have excessive anxiety about upcoming birth
Mark only one oval.
1
significantly less often in
Asian Indian women

2

3

4

5
significantly more
often in Asian
Indian women

31. Attend childbirth preparation classes
Mark only one oval.
1

2

3

4

5
significantly more
often in Asian
Indian women

significantly less often in
Asian Indian women

32. Attend breastfeeding preparation classes
Mark only one oval.
1

2

3

4

5
significantly more
often in Asian
Indian women

significantly less often in
Asian Indian women

33. Have specific preferences for labor and create a birth plan
Mark only one oval.
1

2

3

4

5
significantly more
often in Asian
Indian women

significantly less often in
Asian Indian women

34. Request induction of labor for nonmedical indications
Mark only one oval.
1

2

3

4

5
significantly more
often in Asian
Indian women

significantly less often in
Asian Indian women

35. Request cesarean section for nonmedical indications
Mark only one oval.
1
significantly less often in
Asian Indian women

2

3

4

5
significantly more
often in Asian
Indian women

36. Husband/partner accompanies patient to most appointments
Mark only one oval.
1

2

3

4

5
significantly more
often in Asian
Indian women

significantly less often in
Asian Indian women

37. Husband/partner has multiple questions and concerns regarding pregnancy
Mark only one oval.
1

2

3

4

5

significantly less often in
Asian Indian women

significantly more
often in Asian
Indian women

Labor and Birth
38. This section focuses on care of women during labor and birth and is intended for L&D
nurses, OB/GYNs, CNMs
Many of these questions refer to nursing care. If you are a physician or a midwife and feel that
some questions do not apply to you or you cannot answer them, please just skip them
Mark only one oval.
I provide care during labor and birth and would like to answer the questions
to question 39.

Skip

I do not provide care during labor and birth or do not want to answer  you will be
taken to the next section
Skip to question 59.

Inpatient Care during Labor and Birth
Comparison of Asian Indian women to women of other race
ethnic groups you provide care for
For each healthcare issue below, please rate them based on whether they occur less or more
frequently among Asian Indian women compared to women of other raceethnic group in your
practice:
1  Occurs significantly LESS often in Asian Indian women
2  Occurs somewhat LESS often in Asian Indian women
3  Occurs at the SAME rate in Asian Indian women as the rest of population
4  Occurs somewhat MORE often in Asian Indian women
5  Occurs significantly MORE often in Asian Indian women
 Please leave blank if not applicable or you do not have the answer 

39. Appear excessively anxious about labor
Mark only one oval.
1

2

3

4

5
significantly more
often in Asian
Indian women

significantly less often in
Asian Indian women

40. Tend to arrive in the hospital before active labor is established
Mark only one oval.
1

2

3

4

5
significantly more
often in Asian
indian women

significantly less often in
Asian Indian women

41. Give impression that they do not trust nurses
Mark only one oval.
1

2

3

4

5
significantly more
often in Asian
Indian women

significantly less often in
Asian Indian women

42. Give impression that they do not understand the role of the nurses in the hospital
Mark only one oval.
1

2

3

4

5
significantly more
often in Asian
Indian women

significantly less often in
Asian Indian women

43. Tend to ask the same questions many times
Mark only one oval.
1
significantly less often in
Asian Indian women

2

3

4

5
significantly more
often in Asian
Indian women

44. Experience difficulty tolerating pelvic exams during labor
Mark only one oval.
1

2

3

4

5
significantly more
often in Asian
Indian women

significantly less often in
Asian Indian women

45. Perceive early labor as extremely painful
Mark only one oval.
1

2

3

4

5
significantly more
often in Asian
Indian women

significantly less often in
Asian Indian women

46. Are having hard time following directions during labor
Mark only one oval.
1

2

3

4

5
significantly more
often in Asian
Indian women

significantly less often in
Asian Indian women

47. Are less likely to have attended childbirth preparation or breastfeeding classes
Mark only one oval.
1

2

3

4

5
significantly more
often in Asian
Indian women

significantly less often in
Asian Indian women

48. Appear to have little knowledge and unrealistic expectations of labor
Mark only one oval.
1
significantly less often in
Asian Indian women

2

3

4

5
significantly more
often in Asian
Indian women

49. Have hard time coordinating pushing efforts
Mark only one oval.
1

2

3

4

5
significantly more
often in Asian
Indian women

significantly less often in
Asian Indian women

50. Have a cesarean section in pushing stage due to lack of fetal descent
Mark only one oval.
1

2

3

4

5
significantly more
often in Asian
Indian women

significantly less often in
Asian Indian women

51. Have increased perineal trauma (3rd and 4th degree lacerations)
Mark only one oval.
1

2

3

4

5
significantly more
often in Asian
Indian women

significantly less often in
Asian Indian women

52. Have high rate of operative vaginal deliveries (forceps, vacuum extractors)
Mark only one oval.
1

2

3

4

5
significantly more
often in Asian
Indian women

significantly less often in
Asian Indian women

53. Appear unsatisfied with their birth experience
Mark only one oval.
1
significantly less often in
Asian Indian women

2

3

4

5
signigicantly more
often in Asian
Indian women

54. Expect/allow husband/partner to answer questions addressed to the patient, including
personal questions
Mark only one oval.
1

2

3

4

5
significantly more
often in Asian
Indian women

significantly less often in
Asian Indian women

55. Defer to husband/partner for making decisions regarding her own care
Mark only one oval.
1

2

3

4

5
significantly more
often in Asian
Indian women

significantly less often in
Asian Indian women

56. Extended family members provide handson support to laboring woman
Mark only one oval.
1

2

3

4

5
significantly more
often in Asian
Indian women

significantly less often in
Asian Indian women

57. Extended family members are likely to be present in the room during pushing
Mark only one oval.
1

2

3

4

5
significantly more
often in Asian
Indian women

significantly less often in
Asian Indian women

58. Extended family members give impression that they do not trust nurses and second
guess their advice.
Mark only one oval.
1
significantly less often in
Asian Indian women

Postpartum Care

2

3

4

5
significantly more
often in Asian
Indian women

59. This section refers to inpatient care of women after birth and is mostly geared towards
postpartum nurses and lactation consultants
If you answered the section on care during labor please feel free to skip this section
Mark only one oval.
I provide postpartum care and would like to answer the questions

Skip to question

60.
I do not provide postpartum care or do not want to answer the question  you will be
taken to the next section
Skip to question 73.

Postpartum Inpatient Care
Comparing Asian Indian women to women of other race
ethnic groups you provide care for
For each healthcare issue below, please rate them based on whether they occur less or more
frequently among Asian Indian women compared to women of other raceethnic group in your
practice:
1  Occurs significantly LESS often in Asian Indian women
2  Occurs somewhat LESS often in Asian Indian women
3  Occurs at the SAME rate in Asian Indian women as the rest of population
4  Occurs somewhat MORE often in Asian Indian women
5  Occurs significantly MORE often in Asian Indian women
 Please leave blank if not applicable or you do not have an answer 
60. Defer to family for making decisions regarding her own care
Mark only one oval.
1

2

3

4

5
significantly more
often in Asian
Indian women

significantly less often in
Asian Indian women

61. Defer to family for making decisions regarding baby care
Mark only one oval.
1
significantly less often in
Asian Indian women

2

3

4

5
significantly more
often in Asian
Indian women

62. Appear reluctant to take care of self
Mark only one oval.
1

2

3

4

5
significantly more
often in Asian
Indian women

significantly less often in
Asian Indian women

63. Show increased anxiety regarding ability to breastfeed
Mark only one oval.
1

2

3

4

5
significantly more
often in Asian
Indian women

significantly less often in
Asian Indian women

64. Appear reluctant to take care of baby and ask the staff to perform baby care
Mark only one oval.
1

2

3

4

5
significantly more
often in Asian
Indian women

significantly less often in
Asian Indian women

65. Have many complaints regarding physical discomforts
Mark only one oval.
1

2

3

4

5
significantly more
often in Asian
indian women

significantly less often in
Asian Indian women

66. Are hesitant to take pain medications
Mark only one oval.
1
significantly less often in
Asian Indian women

2

3

4

5
significantly more
often in Asian
Indian women

67. Plan to breastfeed baby
Mark only one oval.
1

2

3

4

5
significantly more
often in Asian
Indian women

significantly less often in
Asian Indian women

68. Are likely to start supplementing “to make sure baby is getting enough”
Mark only one oval.
1

2

3

4

5
significantly more
often in Asian
Indian women

significantly less often in
Asian Indian women

69. Tend to ask the same questions many times
Mark only one oval.
1

2

3

4

5
significantly more
often in Asian
Indian women

significantly less often in
Asian Indian women

70. Seem to be reluctant to go home at the time of discharge
Mark only one oval.
1

2

3

4

5
significantly more
often in Asian
Indian women

significantly less often in
Asian Indian women

71. Plan to rely on family members for the care of the baby
Mark only one oval.
1
significantly less often in
Asian Indian women

2

3

4

5
significantly more
often in Asian
Indian women

72. Ask staff for help in managing extended family
Mark only one oval.
1

2

3

4

significantly less often in
Asian Indian women

5
significantly more
often in Asian
Indian women

Thank you for taking the time to answer the survey!
Please answer the last three questions below and SUBMIT the survey
73. Do you feel that it is more difficult or less difficult for you to establish therapeutic
relationship with Asian Indian patients? Why?

74. What do you think the hospital can do to improve experiences of Asian Indian patients
in maternalchild health area?

75. If you feel that there is more information that you want to provide, please enter it
below.
When finished, please don't forget to SUBMIT your survey!
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